As the impacts of the coronavirus pandemic, including those associated with shelter-in-place, began to spread across the United States, we followed the suggestion of the director of homeless services for one of our county partners who remarked, "I just wish everyone would stop talking and listen to what communities need." We listened. We conducted more than 60 conversations as well as a survey of 115 individuals to better understand what our partners in health care, community, and government needed in this unprecedented moment.

We need to pay special attention to the second-order effects of the pandemic, those caused not directly by the virus, but indirectly by our response to the clinical threat. Those who already were suffering from the broad systemic inequities embedded in our health care and social service systems are now being further harmed by the biggest economic crisis we've seen in our lifetimes. The Covid-19 crisis will continue to challenge vulnerable populations and communities in dramatically disproportionate ways long after the infection numbers peak.

Beyond the immediate, acute need for personal protective equipment, effective testing, and proven therapeutics, health care and community leaders are focusing on the need to address the inadequacy of their under-resourced essential resource programs. At the same time, many *theoretically available* community resources have become almost impossible for individuals to access because of shelter-in-place orders, unprecedented layoffs, and widespread economic disruption. From our survey and conversations, five major resource needs emerged:

**Food:** Food distribution is more challenging due to shelter-in-place orders, joblessness, and dwindling staff and volunteers for programs.

**Mental health, substance, and abuse support:** Resources are needed to address mental health challenges amplified by the pandemic, including stress, abuse, and neglect.

**Childcare:** Childcare needs are more challenging to meet, especially for essential workers who are keeping so many other families fed, safe, and healthy.

> The Covid-19 crisis will continue to challenge vulnerable populations and communities in dramatically disproportionate ways long after the infection numbers peak.

**Curated, accurate, and regularly updated resource mapping:** Community organizations and particularly those serving vulnerable populations need a way to understand what resources are available in a community and how to connect with those resources, especially as many programs adjust to shelter-in-place orders and numerous federal, state, and local efforts create new support programs.

**A deployable community-focused workforce:** Local community organizations and health care providers need a more flexible workforce (for example, community health workers and *promotores de salud*) that can be trained and deployed during and after shelter-in-place to support both direct health care services and essential resource interventions, including the ability to effectively collaborate across the myriad sectors of the health and social services systems.

In addition, health care and community partners expressed a strong desire to learn from each other and quickly identify and utilize best practices ([Figure 1](#f1){ref-type="fig"}).
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The survey results yielded several key takeaways:

-   The majority of survey respondents wanted to learn how their peers were adjusting their social need interventions as the coronavirus was spreading and sheltering-in-place orders were being adopted across communities.

-   There was also strong interest in learning how best to support vulnerable communities.

-   We received additional insights from our partners as free-text responses in the "other" category. Pattern recognition found that these responses fell into the following areas:

    -   Technology: adjusting to new technologies (such as telehealth) to continue screening and to reach high-risk patients

    -   Additional resources: information on where to find resources for specific populations such as undocumented families, Spanish speakers, children impacted by suspension of free school lunch, health care workers needing childcare resources

    -   Support for clinical workers: personal protective equipment, mental health counseling, how best to leverage community health workers during this time

    -   Policy and payment: understanding policy and funding changes in response to the pandemic

While these themes and challenges are not new, they are more widely exposed through the lens of Covid-19. Both the pandemic and the secondary impacts are highlighting the already existing racial disparities in the United States, as well as implicit biases in the health care system.[@r1]^-^[@r3]

One U.S. Centers for Disease Control and Prevention study[@r4] of Covid-19--related hospitalizations in March 2020 across 14 states found that "black populations might be disproportionately affected by Covid-19" as 33% of those who had been hospitalized were Black --- even though that racial group made up just 18% of the population for that catchment area, and makes up only 13% of the population of the United States. More recent data has indicated the overall Covid-19 mortality rate for Black Americans is 2.4 times as high as the rate for white populations, and 2.2 times as high as the rate for Asians and Latinos. For indigenous people, the mortality rate is 5--8 times as high as the white mortality rate. Even while not every state is collecting demographic data that would paint the full picture, existing data demonstrate deep racial inequities.[@r5]

Such disparities are not surprising given the underinvestment in the health of communities of color,[@r6] and that social distancing is a luxury not available to lower-income blue-collar or service sector workers who may be unable to work from home or receive paid time off.[@r7]

The Secondary-Impact Covid Curve: Growing Demand for Essential Resources
========================================================================

The "Covid-19 death curve" is one measure of the toll of the pandemic on our society, and certainly, the mortality associated with this novel coronavirus is a core concern.[@r8] But the concept of an "essential resources curve" is now being used broadly to illustrate the impact of the societal challenges caused by the measures taken in response to the virus[@r9]^,^[@r10] ([Figure 2](#f2){ref-type="fig"}).
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The "secondary-impact curve" illustrates growing demand for an already under-resourced essential resource landscape that will be further strained by the secondary economic and social consequences of the pandemic. Similar to the Covid-19 infection-rate curve, to flatten this "secondary curve," multiple interventions will be required in a coordinated effort among health care, public health, human services, and the private sector. With unemployment rates drawing comparisons to those of the Great Depression, no one is immune to these secondary impacts.[@r11]^,^[@r12]

> We continue to spend billions of dollars a year pursuing incremental progress in siloed sectors and are surprised when health outcomes of both individuals and communities fail to improve.

At baseline, the U.S. has large disparities across racial identities and other social determinants seen in health outcomes that are influenced by food insecurity, income, and access to adequate housing and education. Moreover, during the Great Recession, [unemployment](https://www.bls.gov/opub/mlr/2018/article/great-recession-great-recovery.htm) across race, gender, and education level varied greatly. For example, unemployment for white Americans peaked at 9.2% in October 2009, whereas the rate for Black Americans peaked at 16.8% in March 2010.[@r13]

The nation's health care and human services organizations are complex; they lack effective coordination and interaction and were not built with health equity at the center. We continue to spend billions of dollars a year pursuing incremental progress in siloed sectors and are surprised when health outcomes of both individuals and communities fail to improve.

Many OECD countries that have consistently invested in both health and essential resources achieve better health outcomes while spending a far lower percentage of GDP on health care.[@r14]^,^[@r15] During the pandemic, several countries, such as Germany and Denmark, have used interventions to guarantee direct assistance to freelancers, institute working allowances, and expand childcare benefits for low-income parents.[@r16] Such investments put these countries in a much better position to flatten their secondary, essential resource needs curve.

Respond and Rebuild: Working Toward Solutions
=============================================

Together, the medical and social consequences of Covid-19 are unprecedented in our lifetimes. The impact on essential resources will be experienced by a far larger subset of the population than the health crisis itself due to the sharp downturn of the economy and deep inequities that pre-date Covid-19. This situation presents us with the opportunity --- and the obligation --- to clearly name the problem and rewrite --- for good --- how health care, public health, human services, government, community members, and the private sector can work together to design multiple interventions to address inequities and to improve health care and the related social determinants of health.[@r17]^,^[@r18]

This is not the moment to "just fix" what is in front of us. While frontline health care and public health workers address the acute presentations of the virus, those of us focused on essential resource needs must work together to ensure there is local access to food, shelter, and mental health services. The ability to effectively coordinate these disparate resources and facilitate such cross-sector collaboration is essential.

In an April McKinsey article,[@r19] the authors describe four recommendations that can be applied to all essential resource interventions:

-   Strengthen community harm prevention

-   Leverage data and technology

-   Integrate behavioral, physical health, and human services *with a health equity lens*

-   Address unemployment and income disparities

With some tweaking, there's not much to argue with in these recommendations; they feel familiar and are resonant to many working in health care today. We know these things, but too often we don't do them. We underinvest in prevention; we leave things in silos to preserve payment streams; we underinvest in technology, especially in the government and nonprofit sectors; and we don't address unemployment as a health risk factor, even as we can point to the health- and life-diminishing effects of joblessness.[@r20]

> This situation presents us with the opportunity --- and the obligation --- to clearly name the problem and rewrite --- for good --- how health care, public health, human services, government, community members, and the private sector can work together to design multiple interventions to address inequities and to improve health care and the related social determinants of health.

Here are a few tangible examples of these recommendations brought to life and focused on some of the people most impacted by Covid-19. Each of these efforts has the potential to help stem the secondary impact of Covid-19 driven by demand for essential resource needs:

In New York City, a Covid-19 Rapid Response Coalition (CRRC), made up of cross-sector health care and non--health care companies, is focusing on at-risk populations during the pandemic, and seeing some early successes.[@r21]

Telehealth and digital health companies across the country have expanded access and offered free content[@r22]; [Crisis Text Line](https://www.crisistextline.org/) has dramatically expanded capacity and added "[For the Frontlines](https://www.forthefrontlines.org/)" for health care professionals and essential workers, and Hopelab launched a [free version of the app Nod](https://hopelab.org/destroy-the-myth/) to address loneliness and social connection challenges for students.

[211 San Diego](https://211sandiego.org/) built a multidisciplinary partner network --- [Community Information Exchange](https://ciesandiego.org/) --- to coordinate care using a shared language, essential resource database, and integrated technology platform. The exchange has allowed organizations across the county to use real-time data to respond to the quickly changing needs of community members and the rapidly changing resource landscape that includes health care, food, housing, and mental health services.

[Roots Community Health Center](https://rootsclinic.org/) continues to provide clinical services, while making adjustments where needed to provide virtual meetings or telephonic appointments for young mothers. They are also prioritizing acutely and chronically ill unsheltered individuals in Oakland, California. Food distribution has adjusted to offer a variety of ways that individuals and families can connect, from drive-through pickups as well as walk-up appointments. Being deeply centered on health equity allows clinics like Roots to leverage existing practices in place-based, community-responsive approaches even, or perhaps, especially in times of crisis and change.

These interventions are a good start. As hard as it is to invest in prevention and population health when acute needs are staring us in the face, we have to prioritize these investments and ensure we are keeping health equity at the forefront of both the response *and* the rebuild. These efforts must extend beyond a "stimulus package" to a rebuilding of systems --- and we must ensure we are not replicating or reinforcing the deep inequities in how those health, justice, and education systems operate. We already know this pandemic has and will continue to put unprecedented pressure on our health care system and community social services infrastructure. How we handle the aftermath will define our future.
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